A 34-year-old man with acquired immunodeficiency syndrome (AIDS) was referred to our hospital because of retrosternal pain lasting about 45 min. For 5 years, he has received combined antiretroviral therapy (ART) including nucleoside reverse transcriptase inhibitors (NRTI), non-NRTI, and protease inhibitors (PI). Physical examination showed a mild early diastolic murmur along the left sternal border. The increased level of troponin I was found. Electrocardiogram registered ST-segment elevation of 0.1-0.2 mV in leads V 2 -V 4 . Transthoracic echocardiography revealed akinesia of apex and left ventricular (LV) anterior wall, the accessory soft, mobile masses attached to aortic valve leaflets (arrows) (Panel A), and the moderate aortic regurgitation jet in the LV outflow tract. Transoesophageal echocardiography showed oscillating vegetations on aortic coronary leaflets (arrows), aortic bulb infiltration, multiple aortic leaflets perforations (Panel B, left), and multistream aortic regurgitation (Panel B, right). Coronary angiography demonstrated thrombi in the proximal portion of left anterior descending coronary artery and in the ramus intermedius, totally obstructing flow (arrows) (Panel C). After thrombi removal using an aspiration set, no evidence of coronary atherosclerosis was detected and complete perfusion was reached in the two arteries (Panel D). No microorganisms were demonstrated by multiple blood cultures. After intervention, the patient was asymptomatic. He was treated further with acetylsalicylic acid (ASA) and highly active ART, including PI, other NRTI, and nucleotide RTI.
. Coronary angiography demonstrated thrombi in the proximal portion of left anterior descending coronary artery and in the ramus intermedius, totally obstructing flow (arrows) (Panel C). After thrombi removal using an aspiration set, no evidence of coronary atherosclerosis was detected and complete perfusion was reached in the two arteries (Panel D) . No microorganisms were demonstrated by multiple blood cultures. After intervention, the patient was asymptomatic. He was treated further with acetylsalicylic acid (ASA) and highly active ART, including PI, other NRTI, and nucleotide RTI. Non-bacterial thrombotic endocarditis (NBTE) is extremely rare diagnosed in AIDS before death. The vegetations in NBTE, most commonly found on the valves of the left side of the heart, are small, friable, and, unlike infective endocarditis, sterile. They are chiefly composed of fibrin and platelets, and may embolize to coronary arteries and other peripheral arteries. In our case, clinical suspicion was aroused on the basis of acute retrosternal pain and aortic diastolic murmur. Transthoracic and transoesophageal echocardiography demonstrated the typical valvular lesions. Coronary angiography revealed complete coronary perfusion and no evidence of coronary atherosclerosis after thrombus removal. Systemic infection was excluded by serial negative blood cultures. Differentiation from culture-negative infective endocarditis is difficult. Treatment should consist of ASA and/or anticoagulants. It is not clear that ART, especially PI, predisposes to acute coronary syndrome. 
